Background {#Sec1}
==========

The number of international migrants worldwide has been growing, with Europe having the second largest number of international migrants (1.3 million per year) \[[@CR1]\]. Migration may be considered to be a social, political and health challenge because of the need to provide everyone with access to quality health services according to the concept of universal health coverage \[[@CR2]\] and in the light of the resolution on the "health of migrants" endorsed in 2008 by the Sixty-first World Health Assembly (WHA) of the World Health Organization (WHO). The latter has brought attention to the need to provide migrants with equitable access to health promotion, disease prevention and care \[[@CR3]\]. The challenge is great, particularly with respect to undocumented migrants (UMs)---i.e. people who enter a country without the necessary documents and permits \[[@CR4]\]---who are considered to be one of the groups at higher risk for health problems because of their irregular status \[[@CR5]\]. Due to different migration legal frameworks in Europe, UMs are defined in several ways. The current debate on definitions favours the use of "undocumented" and "irregular" interchangeably, whereas, due to stigmatization, "illegal" is discouraged. In particular, the Health for Undocumented Migrants and Asylum seekers (HUMA) network defines UMs as: "a) persons who are planning to seek asylum but have not formally submitted an application to asylum to the national competent authorities; b) rejected asylum seekers (those asylum seekers whose application for asylum failed); c) persons whose application for residence permit/authorization to stay/family reunification is still pending (no decision has been taken by the competent national authorities) even though in some countries they are considered to be in a regular situation; d) persons whose application for residence permit/authorisation to stay/family reunification or renewal of this authorization has failed; e) over stayers of visas (e.g. tourist, student, medical reasons); f) over stayers of expired residence or work permits; g) persons who did not apply for any visa or residence permit and entered illegally \[[@CR6]\]".

European countries are still not able to fully account for the demographic flows of UMs. The European Commission-funded "Clandestino" Project provided estimates of UMs in 2002, 2005 and 2008 in all 27 (at that time) member states (MS). In 2008, it was estimated that from 1.9 to 3.8 million, UMs lived in the European Union (EU) \[[@CR7]\]. Moreover, data are almost entirely absent regarding the non-EU countries. The Frontex Annual Risk Analysis Report 2015, in analysing the data for 2014, registered a general increase in most of the indicators of irregular migration flows in the EU. The increase in illegal border-crossings reached the record value of 283,532 detections, and most of the detections at the borders concerned migrants from Syria, who later applied for asylum within the EU. Detections of illegal stay in the EU reached 441,780, which represents a generally increasing trend compared to 2013 and recent reporting periods \[[@CR8], [@CR9]\]. Syrian nationals registered the highest number amongst those detected in 2014 (79,169 detections) representing 28 % of the total. This was followed by Eritreans (34,586) (although their number dropped compared to the last quarter), Sub-Saharan Africans (26,341) and Afghans (22,132). The top five nationalities found in illegal stay (i.e. persons detected during travelling from external border to their final destination without proper travel documentation) were Syrians (74,723), Eritreans (34,477), Moroccans (25,329), not specified (24,461) and Afghans (23,393). Illegal trans-Mediterranean boat migration to the EU has grown steadily and is not expected to decline in the near future. Tunisia, Morocco and Libya (as of 2011) were the main North African transit countries to Europe. Boat migrants mostly consisted of men 20--40 years old and tend to be poorly educated individuals \[[@CR10]\]. However, some were refugees and asylum seekers who did not make a voluntary choice to leave their country of origin and cannot return home in safety \[[@CR11]\] and for whom healthcare access and entitlement represents a big challenge for European Public Health, even if the different healthcare national systems provide them with other specific guarantees \[[@CR11]\].

The UM irregular legal status is an obstacle to access basic healthcare and social services \[[@CR4]\]. Furthermore, UMs' physical and mental health is expected to worsen over time \[[@CR5]\]. Because of migration patterns, demographic profile, experiences during migration, high-risk behaviours, socioeconomic conditions and limited access to health services, UMs are more vulnerable to certain communicable diseases, occupational health hazards, injuries, poor mental health and maternal and child health problems \[[@CR12]--[@CR15]\]. Furthermore, most UMs lack information about their rights to access medical services and do not seek medical help for fear of being discovered by authorities \[[@CR16]\].

Undocumented migration is an issue of priority for EU policy as highlighted in the main European treaties (i.e. Schengen 1985, Dublin 1990, Lisbon 2009, Stockholm 2009). The Stockholm programme is a key political document laying down the priorities and guidelines for the guarantee of security and justice \[[@CR17]\]. Nonetheless, with the sole exception of "unaccompanied minors," it did not explicitly refer to UMs. Furthermore, it widely adopted the term "illegality" to refer to the lack of documentation of people. The control-oriented approach on irregular migration, which is based on criminalisation, return and readmission, is prevalent in the Stockholm programme and was translated into the Action Plan elaborated by the European Commission \[[@CR17]--[@CR19]\]. In fact, the key political measures adopted in the field of irregular migration were aimed at increasing the control and surveillance of the EU external borders, at enforcing the return of UMs and in establishing administrative and penal sanctions for the third parties involved in the irregular migration process. In light of this, the objective of this paper was to synthetize research findings of available academic and grey literature on the topics of UMs' entitlement and barriers to healthcare in order to define which policies and interventions may work to improve healthcare access and delivery in the EU.

Methods and search results {#Sec2}
==========================

The evidence described in this paper came from peer-reviewed literature and grey literature. The literature search was performed on PubMed, Scopus, Cochrane Library, Google and the websites of the following organizations/institutions/projects/networks: Organisation for Economic Co-operation and Development (OECD); Health Evidence Network (HEN); European Observatory; EU law and other public EU documents (EUR-lex); Community Research and Development Information Service (CORDIS); Statistical Office of the European Union (Eurostat); Evaluating the Impact of Structural Policies on Health Inequalities and their Social Determinants, and Fostering Change (SOPHIE); Migrant Integration Policy Index (MIPEX); Platform for International Cooperation on Undocumented Migrants (PICUM) and HUMA Network. A hand search of references of selected articles was also performed. Studies were considered eligible for inclusion if they were in English, had full text available and referred to the WHO European Region countries and to UMs (defined as people that do not have a legal right to be/remain in the destination country). The review was focused on entitlement to healthcare and healthcare delivery; barriers to healthcare access and policies tailored to UMs and health professionals entrusted to care for them.

After screening of titles and abstracts and after the assessment of the full text of potential eligible studies, 54 papers focused on entitlement, barriers and policy were eventually included in the review.

Discussion {#Sec3}
==========

Healthcare for UMs: entitlement and barriers {#Sec4}
--------------------------------------------

The International Covenant on Economic, Social and Cultural Rights \[[@CR20]\] and The Charter of Fundamental Rights of the European Union \[[@CR21]\] ratified the right of everyone to healthcare as a basic human right regardless of one's administrative status. Despite this, a conflict between immigration policies and the human right to health is still in place. According to literature, the entitlement to have access to health services defined by the main international treaties is not yet fully respected and not all countries are working on its implementation \[[@CR22]--[@CR26]\]. In particular, most countries provide UMs with access only to emergency care and/or sometimes to certain services for specific conditions (e.g. infectious diseases) or subgroups (e.g. pregnant women, children) \[[@CR7], [@CR12]\]. According to MIPEX, Italy is the leading example in ensuring UMs the entitlement to healthcare \[[@CR27]\].

The definition of a proper logical framework in order to provide a precise analysis of the state of the art in UMs' healthcare accesses, barriers and entitlements has been structured through a research focused on both perspectives of providers and UMs themselves.

From the perspective of both professionals and UMs, regardless of country-specific entitlement to healthcare, evidence suggests that there are further formal and informal barriers in the access to healthcare by UMs. One of the most relevant formal barriers is the reporting of UMs to the legal authorities. In some countries, such as Sweden, Slovenia, the UK, Croatia and Germany, healthcare providers are required to report UMs, whereas this is forbidden in the Czech Republic, Denmark, France, Italy, Norway, Portugal, Spain and the Netherlands. In some countries, legal action can be taken against health professionals who provide care to UMs \[[@CR27]\]. In other cases, it is left to the discretion of health professionals as to whether or not they agree to accept UMs as patients \[[@CR28], [@CR29]\].

Moreover, healthcare professionals face other challenges in caring for UMs, i.e. language barriers, concerns about false identification and uncertainty regarding the rules they are required to follow \[[@CR30]\]. The lack of knowledge of UMs' entitlement to care and complex and time-consuming paperwork represent two of the most important barriers \[[@CR31]\]. Furthermore, difficulties in continuity of care occur even in countries where UMs are guaranteed full rights to healthcare access \[[@CR32]\]. Resolving legal issues surrounding the patient's irregular status can also delay care \[[@CR28], [@CR29], [@CR33]\]. Lastly, professional guidelines and training initiatives aimed at coping with cultural issues are not commonly implemented in daily practice \[[@CR34]\].

Several barriers that concern the UMs themselves were also identified. These include the following: lack of knowledge about entitlement to healthcare, lack of knowledge about the healthcare system and about informal networks of healthcare professionals, fear of being reported to the police, a sense of shame, fear of stigma, economic constraints, language and communication problems, religious practices, customs and taboos and a lack of formal and informal social and healthcare network \[[@CR35]--[@CR46]\]. As a consequence, self-treatment is a popular way for migrants to solve their health issues as well as inappropriate use of accident and emergency departments \[[@CR47], [@CR48]\].

Policy recommendations {#Sec5}
----------------------

According to the results of the review, governments and policymakers should:Grant UMs the same entitlements to healthcare given to other residents. This is the most important challenge faced by national governments \[[@CR49]\]. Several non-governmental organizations have lobbied for this in order to avert violating human rights \[[@CR50]\].Regulate, design and adopt national policy directives. International treaties state that immediate treatment should never be withheld for any reason. However, in the real world, the lack of official national policies sometimes shifts the responsibility onto health professionals to determine who is entitled to care \[[@CR33], [@CR51]\].Strengthen collaborations at the European level. MacFarlane et al. \[[@CR51]\] emphasized that European collaborations are necessary to identify strategies to overcome barriers and to develop culturally and linguistically appropriate healthcare systems. The management of cross-cultural communication in healthcare consultations is one of the priorities that must be addressed for future strategies for reducing inequalities in healthcare access.Reframe education in health science. According to Hollings et al. \[[@CR52]\], the establishment and delivery of targeted training modules for health professionals focused on migrants would be necessary as well as interpreting services or cultural mediators \[[@CR28]--[@CR30]\].

Additionally, future planning should specifically target the following: improvement of data collection, provision of information to migrants on health problems and services and interventions aimed at modifying UMs' care-seeking behaviour and at increasing UMs' health literacy \[[@CR52]\].

Evidence from Europe also conveyed key points for good management of UMs' healthcare \[[@CR44], [@CR48], [@CR51], [@CR52]\]. Such recommendations include the following: organizational flexibility with sufficient time and resources and individualization of care, availability and quality of professional interpreting services, networking with families and social services, strengthening of interdisciplinary collaboration, implementation of mobile health units, supporting the role of non-governmental organizations, improvement of cultural awareness of health providers, development and diffusion of instructive and informative material for migrants about the healthcare system, establishment of positive relationships between staff and patients, provision of clearer information and guidelines to health providers on what type of care migrant groups are entitled to, the education and the empowerment of health professionals and students and a proper allocation of resources.

In this respect, Belgium and Scotland have already released specific recommendations in order to address migrants' health.

In Belgium, the "ETHEALTH"---Ethnicity and Health---expert group delivered the following recommendations \[[@CR53]\]:Ensuring a clear framework of reimbursement and the application of the legislation on Urgent Medical AidThe delivery of a voucher entitling UMs to request assistanceExtending the use of the "medical card" to all UMs entitling them to urgent healthcareDiversification of health professionals and health services available to treat migrantsProvision of a temporary residence permit for UMs affected by infectious diseases in order to assure a full course of treatment \[[@CR27], [@CR32]\]

Scotland recently published a policy on ethnicity and health, named as "Fair for All: Working Together Towards Culturally-Competent Service" and calling for coding and data linkage of existing health information systems; analysis of social/economic context, risk factor patterns and prevalence of major health problems and assessment of health and social care services quality \[[@CR54], [@CR55]\]. Subsequently, the following practical initiatives were undertaken: provision of free of charge interpreting, translation, cultural and religious services (e.g. food meeting patients' needs) and training programmes to better address minority groups.

Limitations {#Sec6}
-----------

Although this study relied on an extensive systematic literature review, a quality assessment of papers included was not performed due to the heterogeneity of study designs and the absence of validated and shared tools to make this evaluation. Furthermore, the literature review did not provide evidence about the impact of policies for reducing inequalities on accessibility and quality of healthcare.

Conclusions {#Sec7}
===========

There are considerable differences in the entitlement to access healthcare for UMs across Europe. According to the literature, European countries are still dealing with the challenge of fully implementing the main international treaties in order to guarantee the right to health for everyone.

Besides the differences in entitlement related to the health and social care systems, there are formal and informal barriers in access to healthcare from the point of view of both UMs and health professionals.

Formal barriers, deriving from policy framework, often prevent UMs from seeking healthcare and accessing healthcare services leading them to look for alternative strategies. According to the evidence, cultural and language barriers and differences in religious practices and customs represent an obstacle to accessing healthcare and to receiving appropriate care. Information, education and communication activities and strong networking with other social services are required both at institutional and local levels to tackle cultural and language barriers.

UMs are likely to not receive adequate healthcare and to miss out on important health services (such as maternal and child primary care or infectious disease prevention), which represents a failure for the health system \[[@CR56], [@CR57]\]. This is a crucial point not only from an economic point of view---because it leads to avoidable use of emergency care---but also with respect to equity and quality in healthcare.

Only a precise health policy plan will be able to overcome the above-mentioned criticalities. In light of this, the lack of demographic and health data on UMs negatively impacts the assessment of their health needs and the priority setting process.

Notwithstanding the general agreement about the need for the best practices and recommendations specifically targeted to UMs, it is extremely difficult to find examples of this in literature. From a general point of view, different strategies may be pursued in order to improve access to healthcare for UMs and should address the need to overcome formal and informal barriers from the perspective of both UMs and professionals. According to literature, future strategies in reducing inequality in healthcare access by UMs need to pay attention to providing thorough and transparent information and to communication strategies. The latter should be focused both on the right to health and on the interaction between UMs and health providers. Healthcare providers should be made aware of cultural differences \[[@CR29], [@CR33], [@CR34], [@CR55]\] and should dedicate more time to listening to and considering the needs of patients in order to cope with cultural and language barriers \[[@CR58]\].

Dedicated communication services (i.e. cultural mediators, interpreters) would be useful in order to promote an inclusive and culturally sensitive health system. Researchers and health system experts should provide and share evidence in this field with the aim to support decision makers in policy development and monitoring.

Lastly, research on UMs' health and current social and legal situations should be strengthened in order to foster equity in access and quality of healthcare. In fact, the scant evidence available may determine the lack of public awareness and a misestimation of UMs' health problems and needs. Research should also be encouraged in the field of monitoring and assessing the impact of policies including the development of specific tools and indicators. All these initiatives must rely on a strong intersectoral approach and cross-border cooperation.
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